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Abstract
The purpose of this research was to describe self-reported physical health status, behaviors, and
wellbeing interests of teachers and other staff within a Head Start agency. Information on
overall health, behaviors, demographics, and interests in wellbeing programs was collected
through a 58-item questionnaire (N = 312). A majority of participants were white (66.8%),
female (93.7%), and half were teachers (49.4%). Bivariate analyses and an ordinal logistic
regression were performed to test the association of physical health with independent variables,
health behaviors, and demographics. Associations with “very good/excellent” physical health
displayed by the regression model include mental health, chronic conditions, vegetable
consumption, being physically active for 30 minutes per day, and the consumption of sugarsweetened beverages. The odds of reporting “very good/excellent” physical health was 2.61
times higher for respondents with no chronic diseases vs. those with two or more. Those with
“poor/fair” mental health had 91% lower odds of “very good/excellent” physical health when
compared to those with “very good/excellent” mental health. The majority of employees
(95.9%) reported that they were at least “somewhat interested” in worksite wellbeing programs
to help them reach their health goals. The high interest of participants paired with their reported
health status and behaviors, creates an opportunity to target employee wellbeing. Wellbeing
programs that improve the health of employees and the early childhood education environment
can ultimately impact the outcomes of the children and families they serve.
Keywords: Early Childhood Education, Preschool, Workplace Wellbeing, Health
Behaviors, Health Culture
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Wellbeing Begins with Employees: Exploring Associations of Physical Health in a Head Start
Organization
Health habits of children are formed when children are very young and continue
throughout their life. Many young children spend a significant amount of time away from home
in early childhood education settings. One of these settings is Head Start, a federally funded
preschool program for children whose families are living in poverty. Poverty and other social
circumstances are risk factors in negative health outcomes, including obesity. These specific risk
factors for children and families living in poverty make Head Start a perfect setting to implement
obesity prevention efforts that could have long-lasting positive effects on children's health and
development. Although policies, programs, and interventions exist to prevent and reduce obesity
through improving the nutrition and physical activity environments of young children, there are
often barriers to implementing them with fidelity. Because teachers and other staff members are
responsible for implementing the policies, the staff themselves must have the knowledge,
attitudes, and skills necessary to create environments that encourage children to eat nutritious
foods and be physically active. However, Head Start staff typically have low income, high stress
jobs, and often have worse health outcomes than individuals of similar demographics. Worksite
wellbeing programs may be an effective strategy to support Head Start staff in their personal
health goals, while also improving the effectiveness of teaching, and the health environment for
the children in their care.
Purpose of Research
The purpose of this research was to describe self-reported physical health status, health
behaviors, and wellbeing interests of teachers and other staff within a Head Start agency.
Relationships between physical health with variables of interest and health behaviors were
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explored. Results will inform strategies for a worksite wellbeing program within the
organization.
Literature Review
Childhood Overweight and Obesity
In the United States, obesity affects around 13.9% of preschool-aged children, 2 to 5
years old (Hales, Carroll, Fryar, & Ogden, 2017). The prevalence of obesity has increased since
2011-12 when 8.4% of preschool-aged children (2 to 5 years old) were obese and 22.8% were
overweight or obese (Ogden, Carroll, Kit, & Flegal, 2014). Overweight and obesity in childhood
can lead to negative health consequences later in life, including adulthood overweight and
obesity, diabetes, cardiovascular disease, cancer, premature death and poor mental health
outcomes (Llewellyn, Simmonds, Owen, & Woolacott, 2016; Tevie & Shaya, 2015).
Overweight and obesity prevalence rates differ in certain segments of the population due to
social and environmental issues. For example, children with lower socio-economic status (SES),
as measured by their parent's income and education, have a higher prevalence of overweight and
obesity than their peers with higher SES (Kitsantas & Gaffney, 2010). The community in which
children live also influences their health status through environmental factors. Researchers have
found that children living in low-income neighborhoods are exposed to more fast food options in
a shorter distance from their house, have more sidewalks, and have less open space than children
in higher income communities (Oreskovic, Kuhlthau, Romm, & Perrin, 2009). Furthermore,
preschool-aged children living in the low-income communities with a greater density of fast food
restaurants and a shorter distance to those restaurants had a greater prevalence of overweight and
obesity (Oreskovic et al., 2009). Family, environmental, and community characteristics all play
a role in the health status of young children.
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Stressors in early childhood are also associated with increased risk of being overweight
and obese in childhood, adolescence, and adulthood through biological pathways, as well as
through health behaviors and habits that are formed when children are young (Miller, Dawson, &
Welker, 2017). Early life stressors may include poverty, adverse childhood experiences (ACEs),
food insecurity, and relationships with parents and other caretakers (Miller et al., 2017). Stress
can impact brain development in areas that control the reward systems and executive function
skills (working memory, self-regulation, and cognitive flexibility) which in turn can impact
health behaviors and obesity risk (Miller et al., 2017). Furthermore, executive function skills are
predictive of school readiness in preschoolers and their academic achievement gains (Vitiello &
Greenfield, 2017). Stressors in early childhood, along with other social and environmental
factors can influence the developmental, academic, and health trajectories of children.
Head Start
Many children spend a significant portion of their time in early childhood education
(ECE) settings which makes preschools an important environment that can influence the health
and weight status of our youngest population. Head Start is a national federally-funded
preschool program that serves approximately one million children aged birth through five years,
whose families meet the federal poverty guidelines (U.S. Department of Health and Human
Services, Administration for Children and Families [HHSACF], 2018). Due to the poverty
guideline to enroll in Head Start, children in the program represent a population at greater risk
for being overweight and obese. Around one in three Head Start children are overweight or
obese which is a higher prevalence rate than children nationally in this age group (Hughes,
Gooze, Finkelstein, & Whitaker, 2010).
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Head Start agencies must follow their state licensing regulations as well as the Head Start
Program Performance Standards (HSPPS). The HSPPS dictate requirements for nutrition,
physical activity, health and developmental screenings, and assisting the families with receiving
ongoing healthcare and health insurance (HHSACF, 2016). The food that Head Start programs
serve must supply one-third to two-thirds of a child’s nutritional needs and the food must meet
the nutrition quality standards of the United States Department of Agriculture (U.S. Department
of Health and Human Services and U.S. Department of Agriculture, 2015). It is recommended
that meals are served in family style in order to "introduce healthy foods, model healthy
behaviors, and provide opportunities for nutrition education" (National Center on Health, Office
of Head Start, 2015, p. 1). With such significant involvement in families’ health needs and by
providing such a large portion of a child’s daily nutritional needs, Head Start programs have an
opportunity to significantly influence the health and weight status of a child.
Health Environment of Early Childhood Education
Due to the fact that Head Start serves a population at a higher risk for overweight, obesity
and other negative health outcomes, it is critical to understand the ways in which programs may
mitigate risk or provide interventions for overweight and obese preschool children. A literature
review by Larson, Ward, Neelon, and Story (2011) sought to examine ways in which childcare
settings across the United States could support obesity prevention efforts. The researchers found
that states varied significantly in terms of nutrition and physical activity regulations, and many of
the regulations in place were not considered strong enough (Larson, Ward, Neelon, & Story,
2011). The authors determined that the following could be improved in order to provide
healthier environments for children: higher nutritional quality of food served, time spent in
physical activity, teacher behaviors and health education (Larson et al., 2011).
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Health interventions are more likely to be effective if they address multiple levels of a
child's environment, including the home, community, and school (Nigg et al., 2016). One
program that addresses many factors in a child's life is Head Start's obesity prevention
enhancement program titled I am Moving, I am Learning (IM/IL). The program has three goals:
increase time spent in moderate to vigorous physical activities during the daily routine, improve
the quality of facilitated structured physical activity, and improve healthy food choices for
children (HHSACF, 2010). The logic underlying the IM/IL program reflects the fact that in
order to impact obesity prevention behaviors of children, the program must target the
environments and adults in their lives. Therefore, the first steps to reaching IM/IL's goal of
obesity prevention is to increase awareness, knowledge, and attitudes of teachers and adult
family members (HHSACF, 2010). After a two-year project, IM/IL had shown positive child,
family, and staff outcomes (Allar, Jones, & Bulger, 2018). At the program level, policies were
revised to include nutrition and physical activity behaviors, teachers engaged in more moderate
to vigorous physical activity with children and included it into daily transitions. In children,
there was an increase in moderate to vigorous physical activity, and improvements in body mass
index (BMI). Nutrition and physical activity topics were well-received by parents at meetings
and included in regular conversations between staff and families (Allar et al., 2018). IM/IL is
meant to be a program that fits seamlessly into the daily routine, rather than an additional burden
on staff members. However, program coordinators reported the following as top challenges to
implementation: lack of training, parent buy-in, staff buy-in, and time constraints (HHSACF,
2010). Without proper implementation of healthy practices and policies, the benefits of obesity
prevention and long-term health outcomes will not be seen.
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Implementation of Health Practices
Even in ECE settings where evidence-based policies and best practices have been put in
place, research has shown that childcare settings are not implementing the guidelines effectively
(Wolfenden et al., 2016). There are often barriers to implementing obesity prevention practices
in ECE settings with fidelity. Wolfenden et al. (2015) found that the following factors in
management staff in ECE settings impacted proper implementation: perceived importance of
nutrition and physical activity policies in relation to other service priorities, perceived difficulty
of implementation, perception that physical activity policies needed to be improved, support
from parents and management committees, and accessibility of external resources to help
implement initiatives.
In a nationwide survey, Head Start directors were asked what they perceived as the main
barriers of healthy eating in Head Start children. The most recurrent barrier reported by directors
was a lack of money at both the program and parent level (Hughes et al., 2010). At the staff
level, the most important barriers reported for children eating healthy were that staff do not like
the taste of the healthier foods, had a lack of knowledge about how to encourage healthy eating,
and cultural beliefs being inconsistent with healthy eating (Hughes et al., 2010). The staff
members who are working with children on a daily basis must have the proper knowledge,
acknowledge the importance of promoting healthy behaviors, and commit to upholding the
policies in order to effect change.
Head Start Employee Health
It is critical to understand the health status of Head Start staff due to the fact that the
personal health beliefs and behaviors of ECE staff members are integral to the effectiveness of
nutrition and physical activity interventions in the classroom. It has been reported that high
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levels of teacher stress affect their physical health, their teaching performance, and student
outcomes (Greenberg, Brown, & Abenavoli, 2016). Previous research has also shown that Head
Start staff had worse health outcomes than other employed women of similar sociodemographics (Whitaker, Becker, Herman, & Gooze, 2012). In a survey of female Head Start
staff in Pennsylvania, there was a higher prevalence of severe headaches, lower back pain,
obesity, asthma, high blood pressure, and diabetes when compared to a national sample
(Whitaker et al., 2012). Head Start women were also more likely to have three or more physical
conditions at one time, report having poor or fair health, and have a higher number of physically
unhealthy days than a national sample. Mental health was also a concern as seen in a higher
prevalence of diagnosed depression and number of mentally unhealthy days (Whitaker et al.,
2012). All of these adverse health outcomes were true even though 96% of the respondents had
health insurance and a personal doctor (Whitaker et al., 2012). The authors indicate that Head
Start staff had relatively low income and high stress jobs which could influence health outcomes
of this population.
In a study of Head Start teachers in Texas, researchers found that about one-in-four did
not eat fruit or vegetables the day before (Sharma et al., 2013). The majority of teachers were
overweight or obese and the majority also reported that they were trying to lose weight.
However, about half of the participants said it was difficult to know which nutrition information
to believe and only 3% of the teachers in the study correctly answered four out of five nutritionbased knowledge questions (Sharma et al., 2013). Although teachers may have positive
intentions to lose weight, lead a healthy lifestyle, and pass nutrition education information along
to the children in their care, first teachers need to have the knowledge themselves.
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Worksite Wellbeing
Worksite wellbeing initiatives may provide an effective solution to promote wellbeing of
employees, children and families within an ECE setting. Workplace wellbeing programs have
grown in popularity in recent years and include activities to target lifestyle and health behaviors
to reduce costs and improve outcomes. Not only is wellbeing programming a promising way to
improve the nutritional and physical activity environment for young children, but employees are
interested in it for their own health as well. A study of Head Start staff in Colorado found that
the majority (86%) of employees surveyed were interested in wellbeing programming through
their employer with the main motivators being improved health, weight control and stress relief
(Hibbs-Shipp, Milholland, & Bellows, 2015). More than half of the staff members reported
being overweight or obese, and 89% reported wanting to be more active (Hibbs-Shipp et al.,
2015). The health status of employees along with a high interest in wellbeing programming
signal that investment in wellbeing programming may be an effective strategy to target adult and
child health as well as benefit the ECE organizations.
Benefits of an Employee Wellbeing Program
The benefits from an employee wellbeing program span across three different areas,
personal benefits, organizational benefits, and benefits transferred to the children.
Personal benefits. Providing wellbeing programs for early childhood educators and staff
creates an opportunity for improvement in their personal health. A study by Leininger, Orozco,
and Adams (2014) investigated the effects of a walking competition between female university
staff on stress and physical activity. There were 39 female staff members who participated in the
study through the university sponsored Workplace Well-Ness Competition. One week prior and
post competition, the study participants completed a self-perceived stress questionnaire. There
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was a significant decrease in perceived stress levels after the walking competition (Leininger et
al., 2014). There was also an increase in the amount of days walked per week between the pretest and post-test (Leininger et al., 2014). Friendly competitions between employees can help in
the reduction of stress, and increase health behaviors, such as physical activity.
A similar study by Butler, Clark, Burlis, Castillo, and Racette (2015) explored the health
of university staff that participated in a worksite wellbeing program. The worksite wellbeing
program included cardiovascular health assessments, personal health reports, eight weeks of
pedometer walking and tracking activities, and weekly wellbeing sessions (Butler, Clark, Burlis,
Castillo, & Racette, 2015). The researchers found that daily step count increased as the eight
weeks progressed for normal weight, overweight, and obese participants (Butler et al., 2015).
The program also resulted in a small improvement in employee's cardiorespiratory fitness, body
mass index, blood pressure, blood glucose, and total cholesterol (Butler et al., 2015). The
implementation of a wellbeing program for employees can lead to increased physical activity and
improvements in baseline health measurements.
Duncan, Liechty, Miller, Chinoy, and Ricciardi (2011) studied the use of a
complementary and alternative medicine clinic in military hospital employees. The
complementary and alternative medicine practices included ear acupuncture, clinical
acupressure, and zero balancing which is the use of energy and healing. Surveys collecting
information on perceived stress related symptoms and workplace or personal relationships were
completed at the end of each visit. Most participants reported that they felt more relaxed, less
stressed, had more energy, and felt less pain after each session (Duncan, Liechty, Miller, Chinoy,
& Ricciardi, 2011). Almost every participant said they would recommend the program to coworkers. Over half of participants reported experiencing increased compassion with patients,
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improved mood, and better relations with co-workers (Duncan et al., 2011). The positive
outcomes demonstrated by providing complementary and alternative medicine in the workplace
included lower stress and improved personal relationships, specifically with co-workers.
Organization benefits. The benefits achieved through worksite wellbeing programs also
extend to the organization. Organizations that successfully implement employee wellbeing
programs can benefit financially through a decrease in health care spending costs, decreased
turnover rates of employees, and greater productivity. Merrill and LeCheminant (2016) explored
the frequency and cost of medical claims in a school district from 2009-2014, with an
implemented wellbeing program from 2011-2014. Over the three years of the wellbeing
program, participation in a health behavior change campaign increased by approximately 20%
(Merrill & LeCheminant, 2016). The participants in the wellbeing program had fewer medical
costs, resulting in a cost savings that was three times the cost of the program. Similarly, the
return of investment for an employee wellbeing program at another organization yielded $1.65
for every dollar spent on the program, and the annual medical costs were $176 lower per person
for employees who participated in the wellbeing program compared to those who did not
participate (Naydeck, Pearson, Ozminkowski, Day, & Goetzel, 2008). The utilization of a
worksite wellbeing programs decreases the cost associated with emergency room visits,
hospitalization, and health care costs. A three-year study on a Humana wellbeing and rewards
program found that when compared to participants, non-participants had 56% more emergency
room visits and 37% more hospital visits (Humana, Inc., 2016). In addition, Williams and Day
(2011) researched the effects of a web-based employee wellbeing program on costs and
healthcare utilization. When compared to non-participants, participants had a lower increase in
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professional health service expenditures and an increase in utilization of preventative health
services (Williams & Day, 2011).
Another way in which worksite wellbeing programs produces benefits for the
organization is through a reduction of employee absenteeism, presenteeism, and increased
productivity. The improvement in employee health, leads to less absenteeism. An employee
wellbeing program enacted in a school district found that participants in the program used three
less sick days than those who did not participate (Aldana, Merrill, Price, Hardy, & Hager, 2005).
The decrease in absenteeism produced a cost savings of approximately $15 for every dollar spent
on the program (Aldana et al., 2005). In addition, workplace wellbeing programs support the
decrease of employee presenteeism. Chen et al. (2015) surveyed employees on their perceived
workplace health support and found that those who felt more supported in their life and
workplace had lower presenteeism when compared to those who did not feel supported.
Anderzén and Arnetz (2005) created a personalized intervention for 22 employees to test the
effects on employee wellbeing and productivity. The personalized intervention improved
productivity, absenteeism, efficiency, leadership, employee well-being, and work-related
exhaustion (Anderzén & Arnetz, 2005).
High stress levels of teachers have negative effects for themselves, their students and
their organizations. Teachers are tied with nurses for highest levels of daily stress among all
occupations in the United States (Greenberg et al., 2016). Stress in teachers leads to health
issues, burnout, high employee turnover rates, and poor job performance which can all impact
student outcomes (Greenberg et al., 2016). Employee turnover rates affect children’s math and
language skills, cause instability between the community and organization, and ultimately costs
the organizations money through loss of production, training, and motivation (Greenberg et al.,
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2016). By focusing on decreasing staff members' stress, and improving the ability to cope with
stresses, there can be a positive impact on the turnover rate for early childhood employees and
associated costs.
Benefits transferred to children. Early childhood teachers are leading role models for
the infants, toddlers, and preschoolers in their classrooms. Therefore, employee wellbeing
programs for preschool teachers may lead to positive health behaviors, and attitudes that can be
transferred to the children. The Alliance for a Healthier Generation states, "School employees
interested in their own health are more likely to take an interest in the health of their students;
students, in turn, are more likely to engage in health-promoting activities when school staff
models such behaviors" (Schee & Gard, 2014, p. 214). In a study by Esquivel et al. (2016), a
classroom intervention to support nutrition and physical activity practices in the classroom was
combined with a staff wellbeing initiative. The effect of the intervention was measured on The
Environment and Policy Assessment and Observation (EPAO) before and after the intervention,
and the teachers rated their health behaviors on a monthly health behavior index (HBI). The
researchers found that teachers' health behaviors moderated the effect of the classroom nutrition
and physical activity intervention. In the classrooms where teacher’s scores on the HBI were
above average, or when their improvements were above average, the intervention had a greater
impact on the EPAO scores (Esquivel et al., 2016). Similarly, Gosliner and colleagues (2010)
conducted a study in childcare sites that were split into two groups: both received training
regarding children's health and nutrition, and received nutrition and physical activity policies;
however, only the intervention group received employee wellbeing programming as well. The
researchers found that the intervention sites who had received employee wellbeing programming
were more likely to have increased self-efficacy in discussing children's eating with parents and
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were more comfortable discussing children's physical activity with parents. The intervention
group staff were also more likely to include fruits and vegetables into the children's meals,
snacks, and celebrations (Gosliner et al., 2010).
A study by Natale, Camejo, and Sanders (2016) explored the association between
childhood obesity in ECE settings by providing teacher training and assistance in implementing
programs. Programs were specific to snack time, beverage consumption, screen time, and
physical activity. Teachers' attitudes, beliefs, and health behaviors were positively changed due
to the educational training sessions. This resulted in positive improvements throughout the child
care centers, such as increase of health-related lessons for children, increase in physical activity,
a decrease in screen time, unhealthy snacks and juice (Natale, Camejo, & Sanders, 2016). These
findings support the theory that focusing on teacher’s wellbeing, can ultimately affect the
children they serve.
The health and health behaviors of Head Start staff are critical not only in the
implementation of obesity prevention policies and interventions, but also to be effective in
getting children ready for kindergarten. Research has shown that early childhood educators, who
felt they have a positive work climate, had lower levels of stress, and greater child-centered
beliefs were associated with positive outcomes for children (Hur, Jeon, & Buettner, 2016). An
environment that allows Head Start children to learn, grow and develop healthy habits begins
with a healthy organization and working environment for employees.
Methods
Setting and Sample
This study took place in a large Head Start agency serving around 2,800 children and
their families in five counties. The agency employs 550 people, including teaching, family

WELLBEING OF HEAD START EMPLOYEES

18

support, health, administrative, and support staff. The agency has 100 self-operated Early Head
Start and Head Start classrooms in around 30 centers, as well as partners with community child
care centers, family child cares and home-base options to provide services. All employees were
invited to participate by responding to the questionnaire.
Questionnaire Development
A 58-item employee wellbeing questionnaire was created through a literature search of
existing publicly-available questionnaires. The Head Start agency and community partners
provided feedback on the development process over a four-month period. There are four
sections in the questionnaire: Overall Health and Health Practices, Workplace Health, Interest in
Employee Wellbeing Programs, and Individual Information. All of the variables, including a
description of each item in the questionnaire, the source it was obtained from, answer responses,
and any manipulations made to the data can be found in Appendix A.
Data Collection
Communication with employees. One month before the questionnaire was released the
chief executive officer (CEO) of the organization communicated the upcoming questionnaire
through email. The survey was also presented at a manager’s meeting, by the CEO and one of
the researchers. Managers were asked to relay the information to their staff in order to create
awareness and encourage participation. The questionnaire link was emailed to all employees by
the CEO including a letter encouraging participation and emphasizing the importance of the
wellbeing of each staff member. Employees were made aware that results would inform future
wellbeing programming (Appendix B). The questionnaire was available for employees to
respond for two weeks. A reminder email was sent the day before the questionnaire closed.
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Employees were notified that a link would be provided for participants to enter a drawing
for a set of two tickets to a local contemporary dance company performance. Tickets were
donated by a board member. At the end of the questionnaire, participants were informed that an
employee wellbeing committee was being formed and were encouraged to email the committee
chair if they were interested in joining or being involved.
Administering the questionnaire. The questionnaire was administered in an electronic
version through the organization's SurveyMonkey (https://www.surveymonkey.com/) account.
On the release date for the questionnaire, researchers were notified by the CEO and a few other
employees that they were unable to fully complete the questionnaire due to a malfunction with
the SurveyMonkey system. In all reported cases, the participants did not reach the items
regarding wellbeing interests and demographics because the system would not load the next
page. At this point, the questionnaire link had been open for about one hour. The research team
analyzed response patterns, discussed corrective actions, and within seven hours, another email
was sent out to all employees. This email contained a new survey link and a note asking
participants to retake the questionnaire if they were one of the participants impacted by the
SurveyMonkey error and unable to answer questions regarding wellbeing interests or
demographics.
As a result of asking the affected participants to retake the anonymous questionnaire,
there was a possibility of duplicated data records that needed to be identified and removed. After
the questionnaire was closed, response patterns were analyzed to determine responses in which it
appeared participants were cut off between electronic ‘pages’ with no further responses. First,
the data from both questionnaire links were combined. The combined data were then examined
to find respondents who had missing data for every item of the last two sections of the
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questionnaire. If participants did not have any responses after second section of the
questionnaire, they were removed from the sample population. This process captured fourteen
respondents that appeared to be affected by the SurveyMonkey error, as well as one participant
that began the survey and quit responding to items within the first section. In total, fifteen
observations which had zero responses in the third and fourth sections were identified and
removed from the data. The removal of these responses resulted in a final responding sample
size of 312 employees.
Study Measures
Outcome. The primary outcome of interest was self-reported physical health status
measured via a question adapted from the Behavioral Risk Factor Surveillance Survey (BRFSS)
(Centers for Disease Control and Prevention [CDC], 2017a) and the National Health and
Nutrition Examination Survey (NHANES) (CDC, 2017b). The item read "How would you
describe your overall physical health?" with response options of, “poor”, “fair”, “good”, “very
good”, and “excellent”. The sample sizes for “poor” (n = 8) and “excellent” (n = 14) were
relatively small. For comparable sample sizes, the responses were collapsed into three
categories: “poor/fair”, “good”, and “very good/excellent”.
Health status, behaviors, and conditions. One of the aims of this study was to compare
physical health status, conditions, and behaviors to national averages. Therefore, the researchers
preferred to use questions adapted from national surveys such as BRFSS and NHANES. Items
adapted from NHANES and BRFSS include overall mental health and chronic conditions. The
overall health question from NHANES and BRFSS asks respondents to report their general
health status. Researchers adapted the question into two separate items, one focusing on physical
health (outcome measure) and mental health. The mental health response options were the same
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as the physical health item responses (“poor”, “fair”, “good”, “very good”, and “excellent”), thus
the responses were collapsed into three categories: “poor/fair”, “good”, and “very
good/excellent”. The collapsing of categories allowed for continuity with the physical health
item. The chronic conditions items were adapted from NHANES, asking about the diagnosis of
the following: arthritis, asthma, high blood pressure, diabetes, high cholesterol, heart disease,
overweight, or none present. The number of chronic conditions reported were summed and a
new variable was created with each respondent receiving a code of "no chronic conditions", "one
condition", or ''two or more conditions". The sugar-sweetened beverage consumption item was
adapted from a NHANES question. Sugar-sweetened beverage consumption was defined as
drinking soda, energy drinks, sports drinks, or flavored coffee once a day or more. An item
measuring engagement in an activity to relax or manage stress in the past seven days was also
adapted from the NHANES questionnaire.
Items referring to tobacco use were adapted from the BRFSS questionnaire. Cigarette
use and electronic cigarette (e-cigarette) use were asked in separate questions. These items were
combined into one item “tobacco use”, with response options including "every day", "some
days", or "not at all".
National recommendations for fruit and vegetable consumption were taken into
consideration when creating the fruit and vegetable consumption items. The national
recommendations include between 1.5 to 2 cups of fruits and between 2 to 3 cups of vegetables
per day for adults depending on sex and age (U.S. Department of Health and Human Services
and U.S. Department of Agriculture, 2015). Participants were given examples of what
constituted a serving based on U.S. Department of Agriculture recommendations. A serving of
fruit was described in the questionnaire as, half a cup of fruit, one medium sized fruit, or three-
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fourths of a cup of 100% fruit juice. A serving of vegetable was considered to be a half cup of
vegetables, or one cup of green leafy vegetables, not including fried potatoes. Fruit and
vegetable consumption was asked as separate questions because consumption of each food group
was considered to be a different behavior. To create continuity between variables, participants
were asked how often they consumed two servings of fruits in the past seven days and two
servings of vegetables in the past seven days.
The physical activity item was created based on the national recommendation from the
U.S. Department of Health and Human Services (2008) that individuals should be physically
active for 150 minutes per week. If a respondent reported that they were physically active for at
least 30 minutes outside of work per day for five or more days per week, then they would have
met the recommendation.
The pain limitation on life and work activities item was adapted from the National Health
Interview Survey (NHIS) (National Center for Health Statistics, 2017). The response options
were edited to mirror other health behavior questions. An item measuring an individual's
interaction with a health care professional in the past 12 months was also adapted from NHIS.
Financial resource strain was adopted from the Institute of Medicine's Measures of Social and
Behavioral Determinants of Health Survey (Giuse et al., 2017).
Stress and mindfulness were measured using previously validated scales. Perceived
stress was measured using Cohen's four-item Perceived Stress Scale (PSS-4) (Cohen, Kamarck,
& Mermelstein, 1983). The four items were summed to create a PSS-4 scale score. PSS-4 score
ranges from 0 to 16, with higher scores indicating higher levels of perceived stress. Mindfulness
was measured using the five-item trait version of the Mindful Attention Awareness Scale
(MAAS) (Osman, Lamis, Bagge, Freedenthal, & Barnes, 2016). The five-item MAAS trait
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version was used to measure the attentiveness of employees (e.g., I find myself doing things
without paying attention). Responses ranged from 1 to 6 (“almost always” to “almost never”).
All items were reverse coded and then the items were summed together for each participant to
receive a score ranging from 5 to 30, with a higher score indicating higher dispositional
mindfulness.
Workplace health. Workplace culture and health climate were measured through
multiple items and scales on the questionnaire. Team health climate was measured using a scale
which Schulz, Zacher, and Lippke (2017) translated into English from the validated German
version from Sonnentag and Pundt (2016). The items in the scale include: “The topic of health is
present in our team meetings and other team events”, “In our team, it is expected that one takes
care of his/her health”, and “In our team we exchange ideas about healthy living”. Items were
scaled 1 to 4 (“strongly disagree” to “strongly agree”) with total sum scores ranging from 3 to
12. Higher scores on the Team Health Climate Scale indicated a more supportive health culture
at the workplace.
Other variables in this section include: social cohesion of coworkers perceived purpose of
their work, feeling valued by the organization, and belief that their habits were an example for
their coworkers (Kim & Kawachi, 2017). At the request of the organization's administration,
two items were added including confidence in the organization's direction and goals, and
frequency of eating a well-balanced lunch at work.
Items 42 through 46 of the workplace health section were only answered by participants
who were in a teaching role (lead teacher, assistant teacher or teacher’s aide). These items
measured teachers’ self-efficacy of encouraging healthy behaviors in children and discussing
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health subjects with families (Crawford et al., 2004). Teachers were also asked if they felt that
their habits were an example for the children in their classroom.
Employee wellbeing programs. In order to gain an understanding of how interested
employees were in participating in wellbeing programs, a general question of interest was
created. A follow-up question asked participants to report specific activities they would be
interested in participating in as part of an organizational wellbeing program. Three categories of
workplace wellbeing activities were created: health classes and clubs, work and organizational
events, and informational services. Employees were asked to choose their top three wellbeing
activities of interest in each category. Open-ended responses were available for participants to
add their own ideas for activities or programs that would support the health of employees.
Participants were also given the opportunity to report any obstacles they thought might prevent
them from participating in programs.
Individual information. The last section of the questionnaire asked employees for their
demographic information. Items included age, race, education level, marital status, number of
people living in the household, and zip code. Qualitative feedback from employees before the
questionnaire was administered made the researchers aware of concerns of participants’ data
remaining unidentifiable. To limit these concerns, demographic variables had categorical
response options. For example, instead of asking respondents to give their exact age,
respondents were given the choice of age ranges in 10-year blocks. Participants were also given
the response option of “choose not to answer” for each demographic question.
Information about participants' employment was also asked including job position and
length of employment within the organization. Job position, however, was not listed in the
demographic section on the electronic questionnaire because it was used earlier in the
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questionnaire as an electronic prompt to lead participants to teacher-specific questions if
appropriate or skip those questions if they were not in a teaching role. Job position was recoded
into three categories: teaching staff (lead teacher, assistance teacher and teacher's aide),
administrative staff (administrative, clerical or central office staff, nutrition or health staff), and
direct service staff (family support staff, bus driver or monitor, supervisor or operations
manager).
The Institutional Review Board of Wright State University reviewed this protocol and
gave the study exemption (Appendix C). The dataset is managed by the quality and program
outcomes team at the Head Start organization.
Statistical Analysis
Descriptive data was collected for demographics, variables of interest, and specific health
behavior variables, including the mean and standard deviation for continuous variables and
frequency (n and %) for all categorical variables.
Bivariate analyses were performed to test the association between physical health and the
independent variables of interest (number of chronic diseases, job type, length of employment,
financial resource strain, overall mental health, and stress scale score), demographics (age, race,
education level, and marital status), and health behaviors (mindfulness scale score, fruit
consumption, vegetable consumption, physical activity, engagement in stress management
activities, sugar sweetened beverage consumption, tobacco product use, limited life and work
activities due to pain, and seeing a doctor or health care provider). Associations between selfreported physical health status with the sum scores of the four-item Perceived Stress Scale (PSS4) and the five-item Mindfulness Attention Awareness Scale (MAAS) were tested using a one-
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way ANOVA test. The associations of physical health status with all other variables
(categorical) were tested using Pearson's chi-square test of independence.
An ordinal logistic regression was developed to assess the relationship between physical
wellbeing and job position, PSS-4 sum score, number of chronic conditions, financial resource
strain, mental health, MAAS sum score, fruit consumption, vegetable consumption, physical
activity, sugar-sweetened beverage consumption, engagement in stress management activity, and
frequency of pain that limits life and work activities. All assumptions were tested and met.
Error cells with values of zero could have affected the analysis, thus all analyses were performed
with caution. The regression modeled the odds of increased wellbeing comparing “very
good/excellent” and “good” physical wellbeing to “poor/fair” physical wellbeing and “very
good/excellent” wellbeing compared to “good” and “poor/fair” physical health. The model
included all independent variables of interest, as well as health behaviors that were found to be
statistically significant with perceived physical health. Demographic data were not included in
the model, due to a high number of missing values among those items (missing response rate
between 30.8% and 39.1%). Similarly, although length of employment was a variable of
interest, it was not included in the model due to a low response rate.
All statistical analyses were performed using IBM SPSS, version 25. A p-value < .05
was regarded as statistically significant.
Results
Missing Data
After removing 15 responses as discussed above, there was a sample size of 312
participants. Of the 550 total employees at the organization, 56.7% of employees responded.
Although 312 employees responded to the questionnaire, the number of employees who
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answered demographic information and length of employment ranged from 190 to 216 (missing
response rate between 30.8% and 39.1%). Job position, however, only had four missing values
(missing response = 1.3%).
Participant Demographics and Employment Information
The participant demographics are displayed in Table 1. The majority of respondents
were female (93.7%) and White (66.8%). About half of the participants were teachers (49.4%).
The highest proportion of participants had worked at the organization one to five years (38%),
and obtained a bachelor’s degree (37.8%).
Table 1
Demographic and Employment Information of Head Start employees (N = 312)
Demographic
Job Position
Teaching Staff (Lead, Assistant, Aide)
Administrative Staff
Direct Services
Length of Employment
Less than 1 year
1-5 years
6-10
11-20
21 or more
Highest Level of Education
High School Graduate/GED/Technical Certificate
Child Development Associate
Associate Degree
Bachelor’s Degree
Graduate Degree
Sex
Female
Male

N (%)

152 (49.4)
59 (19.1)
97 (31.5)
46 (21.3)
82 (38.0)
39 (18.0)
25 (11.6)
24 (11.1)
35 (16.7)
29 (13.9)
38 (18.2)
79 (37.8)
28 (13.4)
194 (93.7)
13 (6.3)
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Table 1. Demographic and Employment Information of Head Start employees (N = 312)a
(Continued)
Demographic
Age
≤ 34
35-44
45-54
55 +
Race/Ethnicity
White
Non-White
Marital Status
Married/Member of Unmarried Couple
Divorced/Separated
Never Married
Note: aMissing data not included.

N (%)
76 (37.6)
49 (24.3)
39 (19.3)
38 (18.8)
127 (66.8)
63 (33.2)
105 (53.8)
36 (18.5)
54 (27.7)

Variables of Interest
The main variables of interest are presented in Table 2. The outcome of interest was
physical health. One in four employees (25.4%) perceived their physical health as "very
good/excellent". Forty percent of participants reported having two or more chronic diseases.
The most common chronic conditions were overweight, high blood pressure, and arthritis (not
shown in Table 2). When asked how difficult it was to pay for basics and necessities, 59% of
employees responded with “somewhat hard” or "very hard". The average PSS-4 score was 5.92
± 3.15 (not shown in Table 2).
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Table 2
Frequency Measurements of the Main Variables of Interest in Head Start Employees (N = 312)a
Variables of Interest
Overall Physical Health
Poor/Fair
Good
Very Good/Excellent
Number of Chronic Conditions
None
One
Two or more
Difficulty paying for basics
Not hard at all
Somewhat Hard
Very Hard
Overall Mental Health
Poor/Fair
Good
Very Good/Excellent
Note: aMissing data not included.

N (%)
75 (25.4)
145 (49.2)
75 (25.4)
86 (29.2)
91 (30.8)
118 (40.0)
127 (41.0)
141 (45.5)
42 (13.5)
80 (25.9)
135 (43.7)
94 (30.4)

Health Behaviors
Health behavior descriptive data are presented in Table 3. More than one in three
(35.5%) participants reported that in the past week, they ate two servings of vegetables five or
more days per week, while 27.2% of employees responded that they consumed two servings of
fruit that often. On average, employees engaged in an activity to reduce stress about one to two
days a week (34.8%). Most of these employees were physically active 30 minutes outside of
work about one to two days a week. The average MAAS score among participants was 23.07 ±
5.00 (not shown in Table 3).
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Table 3
Frequency measures of specific health behaviors among Head Start employees (N = 312)a
Health Behaviors
Fruit consumption (2 servings/day in past 7 days)
Hardly Ever
1-2 days/week
3-4 days/week
5+ days/week
Vegetable consumption (2 servings/day in past 7 days)
Hardly Ever
1-2 days/week
3-4 days/week
5+ days/week
Physical activity (30 minutes/day in past 7 days)
Hardly Ever
1-2 days/week
3-4 days/week
5+ days/week
Sugar-sweetened beverage consumption (1+/day in past 7 days)
Hardly Ever
1-2 days/week
3-4 days/week
5+ days/week
Stress-management or relaxation activity engagement (in past 7 days)
Hardly Ever
1-2 days/week
3-4 days/week
5+ days/week
Tobacco Product Use (Cigarettes or E-Cigarettes)
Not at all
Some days
Every day
Frequency of pain that limits life or work activities
Less than once a month
Once a month
A few days a month
At least once a week
Every Day
Visited or talked to doctor or health care professional (in past 12 months)
Yes
No
Note: aMissing data not included.

N (%)
42 (13.5)
93 (30.1)
90 (29.1)
84 (27.2)
21 (13.6)
79 (25.5)
100 (32.3)
110 (35.5)
70 (22.7)
98 (31.8)
84 (27.3)
56 (18.2)
78 (25.7)
74 (24.4)
65 (21.5)
86 (28.4)
98 (32.1)
106 (34.8)
61 (20.0)
40 (13.1)
277 (88.8)
10 (3.2)
23 (7.4)
164 (53.1)
26 (8.4)
57 (18.4)
40 (12.9)
22 (7.1)
268 (87.6)
38 (12.4)
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Physical Wellbeing by Demographics, Health Behaviors, and Independent Variables
Significant bivariate associations were observed between self-reported physical health
status and the number of chronic diseases, overall mental health, financial resource strain, fruit
consumption, vegetable consumption, physical activity, consumption of sugar-sweetened
beverages, engaging in an activity for stress management, and frequency of pain that limits
activity (Table 4). No demographic variables were significantly associated with overall physical
health. The relationship between physical health and gender was not examined due to the high
level of female employees when compared to male employees. Self-reported physical health
status was significantly associated with PSS-4 sum scores (F(2, 287) = 22.820, p = <.001) and
MAAS sum scores (F(2, 279) = 6.135, p = .002) (not shown in Table 4).
Table 4
Bivariate Analyses of Perceived Physical Health with Selected Independent Variables,
Demographics, and Health Behaviors among Head Start Employees (N = 295)a

Risk Indicators

(n = 75)

Physical
Health
"Good"
(n = 145)

n (%)

n (%)

n (%)

38 (51.4)

79 (55.2)

31 (41.9)

Administrative

12 (16.2)

23 (16.1)

19 (25.7)

Direct Services

24 (32.4)

41 (28.7)

24 (32.4)

Less than 1 year

9 (17.0)

22 (22.7)

11 (19.0)

1-5 Years

22 (41.5)

36 (37.1)

21 (36.2)

6-10 years

10 (18.9)

16 (16.5)

13 (22.4)

11-20 years

6 (11.3)

12 (12.4)

7 (12.1)

21+ years

6 (11.3)

11 (11.3)

6 (10.3)

Independent Variable
Job Position
Teacher

Physical Health
"Poor/Fair"

Physical Health
Test
"Very Good/ Statistic
Excellent"
(n = 75)
(X2)

Length of Employment

p-value

4.761

.313

1.60

.991
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Table 4
Bivariate Analyses of Perceived Physical Health with Selected Independent Variables,
Demographics, and Health Behaviors among Head Start Employees (N = 295)a (Cont’d)
Risk Indicators

Independent Variable
Number of Chronic Conditions
None
One
Two or More
Difficulty Paying for Basics
Not Hard at all
Somewhat Hard
Very Hard

Physical Health
"Poor/Fair"
(n = 75)
n (%)

Physical
Health
"Good"
(n = 145)
n (%)

9 (12.5)
23 (31.9)
40 (55.6)

42 (30.2)
41 (29.5)
56 (40.3)

21 (28.0)
35 (46.7)
19 (25.3)

54 (37.8)
73 (51.0)
16 (11.2)

Physical Health
Test
"Very Good/ Statistic
Excellent"
(n = 75)
(X2)
n (%)
20.386
31 (44.9)
20 (29.0)
18 (26.1)
27.301
47 (62.7)
23 (30.7)
5 (6.7)

Overall Mental Health
Poor/Fair

40 (54.1)

30 (20.8)

7 (9.3)

Good

27 (36.5)

83 (57.6)

17 (22.7)

7 (9.5)

31 (21.5)

51 (68.5)

Very Good/Excellent

p-value

<.001

<.001

95.85

<.001

12.769

.120

4.372

.627

5.590

.061

.974

.914

Demographics
Highest Level of Education
Less than HS/HS
Grad/GED/Technical
Certificate
Child Development Associate

11 (21.6)

17 (18.1)

7 (12.5)

4 (7.8)

14 (14.9)

10 (17.9)

Associate Degree

8 (15.7)

17 (18.1)

12 (21.4)

Bachelor's Degree

24 (47.1)

38 (40.4)

15 (26.8)

Graduate Degree

4 (7.8)

8 (8.5)

12 (21.4)

≤34

18 (37.5)

26 (39.6)

18 (32.7)

35-44

10 (20.8)

22 (24.2)

15 (27.3)

45-54

11 (22.9)

20 (22.0)

8 (14.5)

55-65+

9 (18.8)

13 (14.3)

14 (25.5)

Age

Race
White

34 (75.6)

61 (67.8)

26 (53.1)

Non-White

11 (24.4)

29 (32.2)

23 (46.9)

Marital Status
Married/Coupled

27 (55.1)

45 (51.1)

28 (54.9)

Divorced/Separated

9 (18.4)

16 (18.2)

11 (21.6)

Never Married

13 (26.5)

27 (30.7)

12 (23.5)
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Table 4
Bivariate Analyses of Perceived Physical Health with Selected Independent Variables,
Demographics, and Health Behaviors among Head Start Employees (N = 295)a (Cont’d)
Risk Indicators

Health Behaviors
Fruit consumption (2 servings/day
in past 7 days)
Hardly Ever

Physical Health
"Poor/Fair"
(n = 75)
n (%)

Physical
Health
"Good"
(n = 145)
n (%)

Physical Health
Test
"Very Good/ Statistic
Excellent"
(n = 75)
(X2)
n (%)

14 (18.7)

22 (15.5)

3 (4.0)

1-2 days/week

24 (32.0)

43 (30.3)

22 (29.3)

3-4 days/week

27 (36.0)

42 (29.6)

17 (22.7)

5+ days/week

10 (13.3)

35 (24.6)

33 (44.0)

Vegetable consumption (2
servings/day in past 7 days)
Hardly Ever

11 (14.7)

7 (4.9)

1 (1.3)

1-2 days/week

26 (34.7)

38 (26.6)

15 (20.0)

3-4 days/week

21 (28.0)

54 (37.8)

19 (25.3)

5+ days/week

17 (22.7)

44 (30.8)

40 (53.3)

Physical activity (30 minutes/day
in past 7 days)
Hardly Ever

30 (40.0)

29 (20.3)

7 (9.3)

1-2 days/week

32 (42.7)

49 (34.3)

13 (17.3)

3-4 days/week

9 (12.0)

43 (30.1)

29 (38.7)

5+ days/week

4 (5.3)

22 (15.4)

26 (34.7)

Sugar-sweetened beverage
consumption (1+/day in past 7
days)
Hardly Ever

12 (16.4)

41 (28.9)

21 (29.2)

1-2 days/week

18 (24.7)

30 (21.1)

23 (31.9)

3-4 days/week

13 (17.8)

30 (21.1)

17 (23.6)

5+ days/week

30 (41.1)

41 (28.9)

11 (15.3)

Stress-management or relaxation
activity engagement (in past 7
days)
Hardly Ever

27 (36.5)

48 (34.3)

18 (24.3)

1-2 days/week

35 (47.3)

49 (35.0)

16 (21.6)

3-4 days/week

6 (8.1)

29 (20.7)

21 (28.4)

5+ days/week

6 (8.1)

14 (10.0)

19 (25.7)

p-value

22.984

.001

28.610

<.001

53.499

<.001

14.634

.023

28.062

<.001
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Table 4
Bivariate Analyses of Perceived Physical Health with Selected Independent Variables,
Demographics, and Health Behaviors among Head Start Employees (N = 295)a (Cont’d)
Risk Indicators

Health Behaviors
Tobacco Product Use (Cigarettes
or E-Cigarettes)
Not at all

Physical Health
"Poor/Fair"
(n = 75)
n (%)

Physical
Health
"Good"
(n = 145)
n (%)

Physical Health
Test
"Very Good/ Statistic
Excellent"
(n = 75)
(X2)
n (%)

68 (90.7)

125 (87.4)

69 (92.0)

Some days

1 (1.3)

8 (5.6)

1 (1.3)

Every day

6 (8.0)

10 (7.0)

5 (6.7)

Frequency of pain that limits life or
work activities
Less than once a month
Once a month

34 (45.3)

69 (48.3)

51 (68.9)

3 (4.0)

17 (11.9)

5 (6.8)

A few days a month

18 (24.0)

25 (17.5)

10 (13.5)

At least once a week

11 (14.7)

22 (15.4)

5 (6.8)

Every day

9 (12.0)

10 (7.0)

3 (1.4)

Visited or talked to doctor or
health care professional (in past 12
months)
Yes
No

65 (87.8)

126 (88.7)

61 (83.6)

9 (12.2)

16 (11.3)

12 (16.4)

p-value

4.133

.388

17.509

.025

1.19

.551

a

Note: Missing data not included.

Physical Wellbeing Model
Stress sum score, financial resource strain, fruit consumption, engaging in activities to
manage stress, mindfulness scale, and pain limitation, were no longer significant after controlling
for all other variables in the ordinal logistic regression (Table 5). Employees with no chronic
conditions had 2.61 [95% CI=1.32, 5.16] times higher odds of having “very good/excellent”
physical health when compared to employees with two or more chronic diseases. Those with
“poor/fair” mental health had a 91% [95% CI= 0.03, 0.22] lower odds of having “very
good/excellent” physical health when compared to those with “very good/excellent” mental
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health. As the amount of physical activity increased, the odds of having “very good/excellent”
health increased by 90% [95% CI=1.42, 2.54].
Table 5
An Ordinal Logistic Regression Modeling the Probability of "Very Good/Excellent" Physical
Health in Head Start Employees (N = 244)
Variable

Job Position
Teacher vs. Administrative
Direct Services vs. Administrative
Number of Chronic Conditions
None vs. Two or more
One vs. Two or more
Difficulty Paying for Basics
Not at all vs. Very hard
Somewhat hard vs. Very hard
Overall Mental Health
Poor/Fair vs. Very Good/Excellent
Good vs. Very Good/Excellent
PSS-4 Sum Score
MAAS Sum Score
Fruit consumption (2 servings/day in past 7 days)
Vegetable consumption (2 servings/day in past 7 days)
Physical activity (30 minutes/day in past 7 days)
Sugar-sweetened beverage consumption (1+/day in past 7
days)
Stress-management or relaxation activity engagement (in
past 7 days)
Frequency of pain that limits life or work activities

Adjusted
Odds Ratio

95%
Confidence
Interval

0.84
0.98

(0.39, 1.80)
(0.43, 2.22)

2.61
1.50

(1.32, 5.16)
(0.76, 2.82)

2.00
1.10

(0.81, 4.7)
(0.46, 2.40)

0.09
0.20
0.94
0.97
0.86
1.51
1.90
0.72

(0.03, 0.22)
(0.01, 0.42)
(0.83, 1.05)
(0.92, 1.03)
(0.60, 1.23)
(1.03, 2.22)
(1.42, 2.54)
(0.57, 0.92)

0.95

(0.71, 1.28)

0.97

(0.80, 1.19)

Interests and Feasibility
A majority of employees (57%) answered the voluntary questionnaire which was the first
of its kind focused on staff wellbeing within the organization. When asked to rate their interest
in workplace wellbeing programs to help employees reach their personal health goals, 38.4% of

WELLBEING OF HEAD START EMPLOYEES

36

respondents reported being "highly interested", 29.9% were "interested", 27.6% were "somewhat
interested" and 4.1% were "not interested" in such programs.
Employees were asked to choose their favorite wellbeing activities, in three categories of
employee wellbeing programs: health classes and clubs, work and organizational events, and
informational services. Respondents reported having the most interest in budgeting classes,
health screenings, fitness classes, agency-wide social events, and team health challenges (Table
6). Participants were also given the option to type in their own ideas for wellbeing activities and
programs in open-ended boxes. Some of the ideas that employees shared included weight loss
programs, gym memberships, financial wellbeing, relaxation and massage, information around
sleep, and fitness classes such as Zumba, biking, swimming, and water aerobics.
Table 6
Descriptive Information on Worksite Wellbeing Interests among Head Start Employees (N =
312)a
Interest Groups
Health Classes and Clubs
Fitness Classes
Walking Club
Cooking Classes
Nutrition Classes
Smoking Cessation Classes
Yoga, Mindfulness, Meditation
Breathing/Relaxation Techniques
Stress/Emotional Coping
Work/Organization Events
Team Health Challenges
Team Building/Communication
Community Events
Agency Wide Social Events
Health Fairs

Interest n (%)
173 (55.4)
139 (44.6)
118 (37.8)
98 (31.4)
9 (2.9)
155 (49.7)
75 (24.0)
139 (44.6)
162 (51.9)
153 (49.0)
129 (41.3)
170 (54.5)
146 (46.8)
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Informational Services
Health Screenings
181 (58.0)
Health Insurance/Health Care
100 (32.1)
Budgeting
178 (57.1)
Retirement
139 (44.6)
Drug/Substance Abuse
12 (3.8)
Family Support Services
116 (37.2)
a
Note: Did not include “other” category; Missing data not included.

Respondents were also asked to report obstacles that would prevent them from
participation in worksite wellbeing programs. The most commonly reported obstacles included
conflicting schedules, family obligations, not enough time to participate, travel or transportation,
child care, and costs. As a large Head Start agency, serving families in five counties, it may be
difficult to bring all employees together for events and create equal opportunities for
participation by employees. Therefore, one of the challenges in planning wellbeing events for
the agency is reaching all employees with the same message or activity. It will be necessary
moving forward to consider having activities together as one group, as well as, center or region
specific.
Twelve employees emailed the committee chair expressing interest in serving on the
wellbeing committee. Employees’ willingness to fill out the questionnaire, share their own
ideas, express possible barriers, and serve on a committee shows a high level of interest,
engagement, and anticipation for wellbeing programs within the agency.
Discussion
This study describes the health of employees within a Head Start organization and
examines the associations of physical health status with demographics, health behaviors, and
other variables of interest using data from an anonymous questionnaire. There were significant
relationships between the odds of “very good/excellent” physical health with mental health
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status, number of chronic conditions, vegetable consumption, sugar-sweetened beverage
consumption, and physical activity. This association gives insight into the factors associated
with physical health in early childhood employees. In order to promote physical wellbeing
among employees, worksite health programming should address mental health, chronic diseases,
sugar-sweetened beverage consumption, and fruit and vegetable consumption.
The number of employees in this Head Start agency that reported “poor/fair” physical
health was five times higher than the national reference and even higher than in employees at a
Pennsylvania Head Start agency (Whitaker et al., 2012). One-fourth of participants of this study
reported having “poor/fair” physical health, compared to 14.6% of participants that reported
“poor/fair” physical health in the Pennsylvania study and 5.1% in the national population
(Whitaker et al., 2012). Participants of this study also had higher reports of physical inactivity
when compared to the national average. From this questionnaire, 23% of employees reported
that they were "hardly ever" physically active for at least 30 minutes per day outside of work,
whereas the national average is less than 5% of adults that participate in physical activity 30
minutes a day (U.S. Department of Agriculture, 2010).
The most commonly reported chronic condition among employees was overweight
(47%). This is consistent with other studies of Head Start employees. In a sample of Texas
Head Start teachers, 79% were overweight or obese and in a sample of Pennsylvania Head Start
employees, the prevalence of obesity was 10% higher than the 2012 national average (Sharma et
al., 2013; Whitaker et al., 2012). Other chronic conditions that were commonly reported by
participants were high blood pressure (32%) and arthritis (21%).
The majority of respondents did not meet the national dietary recommendations. Less
than one third of employees reported eating two servings of fruit per day (27.2%) and about one-
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third reported eating two servings of vegetables per day (35.5%) five or more days per week.
Other researchers have found similar findings in early childhood education settings. During a
self-report questionnaire, about one-fourth of teachers in a Texas Head Start organization
reported not consuming fruits or vegetables the previous day (Sharma et al., 2013). Child care
workers in North Carolina reported similar fruit and vegetable consumption to the U.S.
population; however, it is still falling short of national recommendations (Linnan et al., 2017).
Furthermore, 29% of employees reported that they drank one or more sugar-sweetened
beverages five or more days per week. A meta-analysis of sugar sweetened beverage
consumption in adults found that there were increases in body weight when sugar sweetened
beverages were added into their diet (Malik, Pan, Willett, & Hu, 2013). By promoting physical
activity and dietary consumption that meets national recommendations, this Head Start agency
can improve the physical health and wellbeing of employees.
Public Health Implications
A high interest in worksite wellbeing programs, coupled with the health status and
behaviors of employees, indicates that Head Start is a conducive setting to implement worksite
wellbeing programs. Over half of employees responded to this voluntary questionnaire which
indicates high engagement. Furthermore, of these respondents 96% reported some level of
interest in participating in worksite wellbeing programming. The programming with the highest
interests corresponded with reported health statuses and behaviors. For example, health
screenings were the highest reported interest of employees. With over 70% of employees
reporting at least one chronic condition, providing health screenings may detect conditions early
which could ultimately lower the incidence rate of chronic conditions in employees.
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The baseline data collected from this questionnaire provides administration and the early
childhood field insight into the holistic wellbeing of employees, provides specific targets for
programs and interventions, and allows for the ability to track changes over time. Leadership
support and buy-in was critical in the creation and administration of the questionnaire. Moving
forward, the continued support and communication from leadership will be important in
successfully implementing worksite wellbeing programming. Two months after the
administration of the questionnaire, a wellbeing committee was created and met for the first time
with 12 volunteered members. The wellbeing committee is the voice for the employees across
multiple centers in the planning and implementing of events and programs. The committee
members will also be the champions of health in their centers that can promote environmental
changes, model healthy behaviors, and encourage participation among coworkers.
Results from this research point to significant potential implications and impact in
approaching early childhood education settings through a holistic wellbeing perspective. The
low pay, yet high stress of the job makes it difficult for early childhood educators to lead a
healthy lifestyle, resulting in poor health outcomes (Greenberg et al., 2016). A healthier
workforce will have less turnover and healthcare costs allowing for limited Head Start funds to
be used elsewhere. Healthy employees will be absent less, more present in their interactions
with children, and will model positive behaviors in the classroom. Not only will wellbeing
programs have an opportunity to impact the health of employees, and the organization, it can
also impact outcomes of Head Start children and their families through a]more effective learning
environment. Teachers who are mentally and physically healthier are better able to efficiently
perform job tasks and provide quality care to children.
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Infants, toddlers, and preschoolers learn through exploration of their environments,
including their classrooms, and observation of their role models, including their teachers. Young
children in poverty are especially vulnerable to negative lifelong conditions, such as obesity and
diabetes. Therefore, ECE programs and administrators should encourage and support healthy
lifestyles of employees through the worksite environment, policies, and programming.
Behaviors learned in early childhood education settings can create a foundation that supports
children’s health throughout their lifetime.
Strengths and Limitations
The strengths of this study stem from the large sample size of participants, which allowed
for normalized statistical analyses. A high response rate demonstrates high engagement and
interest of employees at the Head Start agency. The questionnaire was the first of its kind to be
distributed at this agency which adds to the little existing literature about early childhood
educators. The questionnaire also had a holistic scope, measuring many aspects and factors of
health.
There are limitations of this study important to note. One consideration when comparing
data to other studies is that in the current study, the five-item MAAS scores were summed,
whereas in previous studies, scores have been averaged (Van Dam, Earleywine, & Borders,
2010). The cross-sectional nature of this questionnaire does not allow for temporality or
causation conclusions to be made. Another limitation stems from the low response rate of
demographic questions thus restricting the use of these variables throughout the analysis. Before
the questionnaire was distributed, it was brought to the authors' attention that there were
concerns among employees of results remaining anonymous. To reduce fears of identification
among employees, the authors put the demographic questions at the end of the questionnaire and
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categorized the response options (i.e., instead of asking for date of birth or exact age, we asked
respondents to choose their age from 10-year incremental blocks). Even after taking these steps,
more than 30% of participants did not provide responses to demographic questions. Through
community work groups, it was brought to the attention of researchers that other researchers
focusing on early childhood education have also received low response rates for demographics.
Researchers should examine how organizational culture and trust among employees affects
demographic response rates.
Although not all participants disclosed their age, of those that did, there were more young
adults, aged 34 years or younger who participated in the questionnaire than older adults. This
could be due to the fact that the population of Head Start employees is young, or older
employees had difficulty interacting with the SurveyMonkey interface. A younger population
could result in healthier responses from employees.
Another limitation of this study may result from the ‘healthy worker effect’. Employees
were only able to access the questionnaire from their computers at work. If an employee was
sick or absent from work during the two-week period of the questionnaire, they were unable to
participate. This can result in more healthy responses from employees.
Self-selection bias may influence who chose to respond to the questionnaire. Employees
who are healthier or are more interested in wellbeing programs may be more likely to participate
in the study. Other limitations stem from the self-report style of the study. Although the
questionnaire is anonymous, employees may respond in a certain way due to a social desirability
bias. Finally, these results are only representative of one Head Start organization in one region.
There could be differences in locations or organizations that allow results to not be generalized
to all Head Start agencies.
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Future Research
For future use of this questionnaire, an item analysis will be performed to improve the
quality and scope of the questionnaire. The researchers and Head Start agency plan on annually
administering the questionnaire in order to monitor changes in employee wellbeing to use in
conjunction with other sources of data such as health care claims and insurance costs.
Future research can consist of understanding the specific health behaviors and conditions
associated with different job positions in the Head Start agency. There was positive feedback
from employees, in regard to the content of the survey and the initiation of wellbeing
programming within the Head Start agency. Participants reported that the questionnaire took
approximately 10 minutes to complete. Suggestions from employees for items in future versions
of the questionnaire included sleep management, drug use, and alcohol use of employees.
The researchers plan to further explore the factors associated with employee wellbeing
using the extensive data collected from the questionnaire. Researchers also want to better
understand the environmental factors in a workplace that effect wellbeing. The comparison of
the perceived workplace health climate through the Team Health Climate scale, with job
position, stress, and other workplace culture items should be further examined in order to address
the impact of workplace factors on mental and physical health. In addition, the perceived
support from the workplace and coworkers are also factors in implementing wellbeing
programming. The PSS-4 and MAAS scales will be further used to investigate the association
between stress and wellbeing and how mindfulness can counteract stress.
Researchers also plan on focusing some efforts specifically on teachers to determine their
self-efficacy in promoting health behaviors in children and discussing them with the families
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they serve. Ultimately, the aim of researchers will be to explore the transferability of positive
health behaviors from Head Start employees to the children and the classroom environment.
Conclusion
The results from this study and previous research points to a critical need for
interventions to improve physical health of Head Start employees. The readiness for change and
interest of the employees makes Head Start an ideal setting for implementing wellbeing
programming. Head Start organizations should make it a priority to promote, support, and
encourage employee wellbeing as teachers are role models for the low-income children served.
Providing a safe, nurturing, and health promoting environment for young children can impact
their development and wellbeing throughout their lifetime.
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Dependent and Independent Variables, Constitutive Definitions, Source, and Data Modifications for Each Item in Questionnaire
Constitutive
Definition
Overall Health & Health Practices
Physical
Overall level of
Health
physical health.
Variables

Modifications or Recodes to
the Data

Source

Items

Adapted from the
Behavioral Risk Factor
Surveillance System
1
(BRFSS) and the
National Health and
Nutrition Examination
2
Survey (NHANES)
Public Health
Surveillance Well3
Being Scale

How would you describe your overall physical health?
• Poor
• Fair
• Good
• Very Good
• Excellent

Combined answer responses:
• Poor/Fair
• Good
• Very Good/Excellent

During the past 30 days, for about how many days
have you felt very healthy and full of energy?
• Open-ended response from 0-30

No changes

How would you describe your overall mental health?
(Includes stress, depression, and problems with
emotions).
• Poor
• Fair
• Good
• Very Good
• Excellent
In the PAST 7 Days…
• How often have you been physically active for a
minimum of 30 minutes per day outside of work?

Combined responses
• Poor/Fair
• Good
• Very Good/Excellent

Health and energy in
past 30 days.

Mental Health

Overall level of
emotional health.

Adapted from BRFSS
and NHANES

Healthy
Behaviors

Diet, activity and
relaxation
behaviors.

Created with
consideration of
physical activity
guidelines from the
U.S. Department of
Health and Human
4
Services

No changes
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Days healthy
and energized
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•

How often have you engaged in moderate to
strenuous exercise? (Examples include walking
fast, jogging, dancing, swimming, biking or other
activities that cause a light or heavy sweat.)

Created by
researchers for this
questionnaire.
Formatted to be
consistent with other
health behavior items.

•

How often have you engaged in an activity to
relax or manage stress? (Examples include
hobby, stretching, spiritual practices, yoga.)

•

How often have you used breathing activities to
calm, reduce stress or let go?

Created with

•

How often have you eaten 2 servings of fruits per
day? (A serving equals half a cup of fruit or one
medium fruit or three-fourths cup of 100% juice.)

•

How often have you eaten 2 servings of
vegetables per day? (A serving equals half a cup
of vegetables or one cup of green leafy
vegetables. Does NOT include fried potatoes.)

•

How often have you drank one or more sugarsweetened beverages? (Examples include soda,
energy drinks, sports drinks, flavored coffee.)

consideration of
dietary guidelines
from the U.S.
Department of Health
and Human Services
and U.S. Department
of Agriculture

Head Start agency
Smoking Cigarettes
or Electronic
Cigarettes

No changes

6

Question created by

Tobacco
Product Use

No changes

WELLBEING OF HEAD START EMPLOYEES

Adapted from the
Institute of Medicine
Measures of Social
and Behavioral
Determinants of
5
Health

leadership
Adapted from BRFSS

No changes

1.
2.

Combined cigarette and ecigarette use into one variable,
"Tobacco Product Use"
• “Not at all” if responded
“Not at all” for both

How often do you smoke cigarettes?
How often do you smoke electronic cigarettes (Ecigarettes)?
Responses:
• Not at all

54

How often have you eaten a well-balanced lunch at
work?

Pain and work
activities

Perceived
Stress

Some Days
Every Day

Adapted from
National Health
Interview Survey
7
(NHIS)

How often does pain limit your life or work activities?
• Less than once a month
• Once a month
• A few days a week
• At least once a week
• Every Day

Absence from work

Adapted from NHIS

Self-reported
perceived stress
measure

4-item Cohen
Perceived Stress
8
Scale

In the past year, how often have you missed work
due to illness or injury?
(Do not include maternity leave).
• Once a month
• A few days a month
• At least once a week
In last month, how often have you felt:
1. That you were unable to control the important
things in your life?
2. Confident about your ability to handle your
personal problems?
3. That things were going your way?
4. Difficulties were piling up so high that you could
not overcome them?
Responses:
• Never
• Almost never
• Sometimes
• Fairly often

No changes

•

•

•
•

Changed our scale to
match the scale in
literature (we had 1 to 5)
– changed to 0-4
Reverse coded questions
2 and 3
(0 to 4; 1 to 3; 2 to 2; 3 to
1; 4 to 0)
Items were averaged
together
Higher mean score
indicates higher stress
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Pain limiting life or
work activities

cigarettes and e-cigarettes
“Some Days” if
respondent said “Some
Days” for one question
and “Not at all” for other.
Or if “Some Days” for
both.
• “Every Day” if responded
“Every Day” for cigarettes
or e-cigarettes
No changes
•
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•
•

Mindfulness

Health Care
Access

Awareness of
emotions and in the
moment actions

Measure of access
and utilization of
health care
resources

Mindful Attention
Awareness Scale
(MAAS) Trait 5-item
9
Scale

Adapted from NHIS

Adapted from BRFSS

Financial
Resources

Measure of financial
strain

It seems I am “running on automatic” without
much awareness of what I’m doing.
2. I rush through activities without being really
attentive to them.
3. I get so focused on the goal I want to achieve
that I lose touch with what I am doing right now
to get there.
4. I do jobs or tasks automatically, without being
aware of what I’m doing.
5. I find myself doing things without
paying attention.
Responses:
• Almost Never
• Very Infrequently
• Somewhat Infrequently
• Somewhat Frequently
• Very Frequently
• Almost Always
During the past 12 months, have you seen or talked
to a doctor or other health care professional about
your health?
• Yes
• No
• Unsure
Do you have one person you think of as a personal
doctor or health care provider?
• Yes
• No
• Unsure
How hard is it for you to pay for the very basics like
food, housing, medical care and heating?
• Not hard at all
• Somewhat hard
1.

•
•

•

Reverse coded all
variables
Summed score (if they
didn’t have any missing
responses)
Sum scores range from 5
to 30

No changes

No changes

No changes
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Institute of Medicine
Measures of Social
and Behavioral
Determinants of

Very often
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•

•

How often do you get the social and emotional
support you need?
• Always
• Usually
• Sometimes
• Rarely
• Never
Has a doctor or health care provider told you that you
have of the following chronic conditions? (Check all
that apply.)
•
Arthritis
•
Asthma
•
High blood pressure (hypertension)
•
High blood sugar (diabetes)
•
High cholesterol
•
Heart disease
•
Overweight
•
None
•
Choose not to answer

No changes

The Work and
Meaning Inventory
10
(WAMI)

The work I do serves a greater purpose.
• Strongly Disagree
• Disagree
• Agree
• Strongly Agree

No changes

Question created by
Head Start agency
leadership

I feel valued by the organization.
• Strongly Disagree
• Disagree
• Agree
• Strongly Agree
I am confident with the overall direction of the
agency. (This includes vision, culture, leadership,
finances).

No changes

Social Support

Measure of social
support

BRFSS

Chronic
Disease

The presence of a
chronic illness

Adapted from
NHANES

Workplace Health and Environment
Purpose and
Purposeful work,
Work Values
feeling valued for
work and confidence
in the organization

Categorized and reported each
respondent as having:
• No chronic conditions
• 1 chronic condition
• 2 or more chronic
conditions

No changes
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Question created by
Head Start agency
leadership

Very hard
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Health

Perceived degree of
connection between
the team members.

Perceived
Neighborhood Social
11, 12
Cohesion Scale
In the questions,
“Area” was changed
to “team
(organization)”

Team Health
Culture

“Whether members
of a team are
concerned, care &
communicate about
health”

Organizational health
13, 14
climate scale

Strongly Disagree
Disagree
Agree
Strongly Agree
I really feel a part of a team.
If I were in trouble, there are lots of people on
this team that could help me.
3. Most people on this team (organization) can be
trusted.
4. Most people on this team (organization) are
friendly.
Responses:
• Strongly Disagree
• Disagree
• Agree
• Strongly Agree
1. The topic of health is present in our team
meetings and other team events.
2. In our team, it is expected that one takes care of
his/her health.
3. In our team, we exchange ideas about healthy
living.
Responses:
• Strongly Disagree
• Disagree
• Agree
• Strongly Agree

No changes

The scale was summed if they
didn’t have any missing
responses (scale from 3-12)
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Social
Cohesion

•
•
•
•
1.
2.
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Teacher confidence
in encouraging
healthy behaviors in
children.
Teacher confidence
in discussing health
subjects with
families.

Observational
Learning

Modified from
Walking the Talk: Fit
WIC Wellness
Programs Improve
Self-Efficacy in
Pediatric Obesity
Prevention
16
Counseling

WELLBEING PROGRAM INTERESTS
Interest in
General measure of
wellbeing
interest in
programs
organizational
wellbeing programs

Health Classes and
Clubs interests

Created for this
questionnaire

Created for this
questionnaire

1.

I feel comfortable encouraging children I work
with to try unfamiliar foods.
2. I feel comfortable encouraging children I work
with to be physically active.
3. I feel comfortable talking to parents about a
child’s eating habits.
4. I feel comfortable in talking to parents about a
child’s physical activity.
Responses:
• Strongly Disagree
• Disagree
• Agree
• Strongly Agree
1. My health habits are an example for the children
I work with
(Note: Only teachers could answered this
question)
2. My habits are an example for other
staff/coworkers
(Note: All employees could answer this question)
Responses:
• Strongly Disagree
• Disagree
• Agree
• Strongly Agree

No changes

How would you describe your interest in workplace
programs that can help members reach personal
health goals?
•
Highly Interested
•
Interested
•
Somewhat Interested
•
Not Interested
Please select up to 3 health Classes and Clubs you
would be interested in participating in at MVCDC as
part of a wellbeing program:

No changes

No changes

For the options they could
choose from, it was coded 1 if
they indicated interest or 0
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Specific
wellbeing
programming

Questions inspired by
and modified from
the Wellness in the
Workplace Survey
15
Adopted
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Self-Efficacy of
teachers
(Applied skip
logic in
SurveyMonkey
so that only
teaching staff
answered
these
questions)

Work/Organizational
Events

Created for this
questionnaire

Informational
Services

Created for this
questionnaire

Anticipated barriers
that would keep
employees from

Created for this
questionnaire

Fitness classes
Walking club
Cooking classes
Nutrition classes
Smoking cessation classes
Yoga, mindfulness or meditation classes
Breathing & relaxation techniques
Stress & emotional coping strategies
Other: (please specify)________________

Please select up to 3 Work/Organizational Events you
would be interested in participating in at MVCDC as
part of a wellbeing program:
• Team health challenges such as step count
challenge
• Team building / communication activities
• Community Events such as 5k walks/runs
• Agency wide social events and celebrations
• Health fairs
• Other (please specify)_____________________
Please select up to 3 health Classes and Clubs you
would be interested in participating in at MVCDC as
part of a wellbeing program:
• Health screenings
• Information on utilizing health care/insurance
• Budgeting
• Retirement
• Drug and Substance Abuse Services
• Family Support Services
• Other: (please specify)____________________
What obstacles would prevent you from participating
in wellbeing programs at MVCDC?

ifthey didn’t
For the open-ended Interest
questions where respondents
could type ideas in “Other”, 3
variables were created for
SPSS analysis.
Open ended “Other” = OEInt1
If something is put in openended box =1
If nothing typed in = 0
See above
Open ended “Other” = OEInt2

See above
Open ended “Other” = OEInt3

If something is put in openended box =1
If nothing typed in = 0
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Barriers for
participation
in programs

•
•
•
•
•
•
•
•
•
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interests

Participation
in Wellness
Committee
DEMOGRAPHICS
Length of
Participant reported
Employment
length of
employment at
organization
Education

Participant selfreported education
level

Gender

Participant selfreported gender

Age

Age at time of data
collection

Created for this
questionnaire

What other programs would support the health of
MVCDC staff?

If something is put in openended box =1
If nothing typed in = 0

Interested employees emailed Committee Chair

No changes

Collapsed into:
•
HS/GED/Tech Cert
•
CDA
•
Associate’s Degree
•
Bachelor’s Degree
•
Graduate Degree

Removed "other" due to no
responses

Collapsed into:
•
34 or younger
•
35-44
•
45-54
•
55 and older

61

How long have you been employed at MVCDC?
•
Less than 1 year
•
1-5 years
•
6-10 years
•
11-20 years
•
21 or more years
Which of the following best describes your
education?
•
Less than HS
•
High School Graduate/GED
•
Technical Certificate
•
Child Development Associate (CDA)
•
Associate’s Degree
•
Bachelor’s Degree
•
Graduate Degree
•
Choose not to answer
What is your gender identity?
•
Female
•
Male
•
Other
•
Choose not to answer
How old are you?
•
24 or younger
•
25-34
•
35-44
•
45-54
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MVCDC
support

participating
Suggestions of
possible ways
MVCDC can support
employee health

Race

Participant selfreported race
category

Job
Classification

Measure of job type

Marital status

Measure of social
support/relationship

How many
people living
in household?

Measure of family
size and living
situation

Adapted from BRFSS

Adapted NHANES

Due to small sample sizes in
many categories, collapsed
into:
•
White
•
Non-white

Collapsed into:
•
Teachers (Lead, Assistant,
Aide)
•
Administrative/Nutrition
Staff
•
Direct Services Staff
(includes Family Support
Specialist, Supervisor or
Operations Manager, Bus
Driver or Monitor)
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55-64
65 or older
Choose not to answer
What is your race / ethnicity?
•
Asian-American
•
African American
•
Hispanic
•
Multi-Racial
•
Native American
•
White
•
Choose not to answer
•
Other (please specify)___________________
Which of the following best describes your position at
MVCDC?
•
Lead Teacher
•
Assistant Teacher
•
Teacher’s Aide
•
Family Support Specialist/Home visitor
•
Supervisor or Operations Manager
•
Bus Driver/Monitor
•
Nutrition or Health Staff
•
Administrative, Clerical or Central Office Staff
•
Other (please specify)____________________
Which of the following best describes your marital
status?
•
Married
•
Divorced
•
Widowed
•
Separated
•
Never Married
•
Member of an unmarried couple
•
Choose not to answer
Including yourself, how many people are living in your
household?
•
Open-ended response from 0-10
•
•
•

Collapsed into:
• Married/Member of
unmarried couple
• Divorced/Separated
• Never Married
Widowed was not chosen by
any participant
No changes
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A measure of
neighborhood

Please tell us the zip code of your home address
•
Open-ended response

No changes
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Appendix C
Wright State University IRB Exemption Letter

Appendix D
List of Competencies Met in Integrative Learning Experience

Wright State Program Public Health Competencies Checklist
Assess and utilize quantitative and qualitative data.
Apply analytical reasoning and methods in data analysis to describe the health of a community.
Apply behavior theory and disease prevention models to develop community health promotion and
intervention programs.
Describe how policies, systems, and environment affect the health of populations.
Engage with community members and stakeholders using individual, team, and organizational
opportunities.
Make evidence-informed decisions in public health practice.
Evaluate and interpret evidence, including strengths, limitations, and practical implications.

Concentration Specific Competencies Checklist

Health Promotion and Education:
Area 1: Assess Needs, Assets and Capacity for Health Education
1.1 Identify stakeholders to participate in the assessment process
1.2 Engage stakeholders to participate in the assessment process
1.3 Analyze factors that foster or hinder the learning process
1.4 Identify factors that foster or hinder skill building
1.5 Analyze factors that foster or hinder skill building
1.6 Synthesize assessment findings
Area 2: Plan Health Education Programs
2.1 Use assessment results to inform the planning process
2.4 Formulate specific, measurable, attainable, realistic, and time-sensitive objectives

